This questionnaire survey was undertaken to study the approaches to diagnosis and management of idiopathic carpal tunnel syndrome by rheumatologists. Analysis of the completed questionnaires (81% response) showed variations in availability and referral for electrophysiological tests (EMG), initial choice of treatment (depending on patient's age and occupation, duration of symptoms, severity of clinical and EMG ®ndings) and decompression surgery. This led the authors to propose guidelines in the management of this common condition.
MEDIAN nerve compression (CTS) is a common condition for which there is frequently no underlying cause, i.e. idiopathic carpal tunnel syndrome (ICTS), but in some patients conditions such as rheumatoid arthritis, hypothyroidism and others are found [1±3] . In the latter cases, management appears to be less controversial than in the ICTS variety. There has been some recent debate regarding the role of neurophysiological assessment (EMG) for CTS and concerns regarding waiting times for electrophysiological tests (EMG) [4, 5] .
We wished to survey approaches to the diagnosis and management of patients with suspected ICTS amongst rheumatologists, to whom general practitioners (GPs) seem to refer this condition more often than to other specialists.
PATIENTS AND METHODS
After piloting the feasibility of this questionnaire survey, we mailed a detailed questionnaire to a random 100 rheumatologists in the UK, asking about their actual practice in the assessment and management of ICTS. Names and addresses of the rheumatologists were obtained from the handbook of the British Society for Rheumatology.
RESULTS
Eighty-one questionnaires were returned by the rheumatologists. The majority (56%) received less than three patients per month, whereas just over a third (36%) were referred between three and 10 patients per month, and only a handful (9%) were referred more than 10 patients per month by the GPs. The referral pattern and waiting times for EMG are given in Table I .
The initial choice of treatment by the respondents for ICTS is given in Table II . The initial choice of treatment was said to be in¯uenced by various factors, such as patient's age (35%), duration of symptoms (59%), patient's occupation (51%), severity of clinical ®ndings (86%) and severity of EMG ®ndings (68%).
Non-steroidal anti-in¯ammatory drugs (NSAIDs) were more likely to be prescribed as the initial choice of treatment if the waiting time for an EMG was between 4 and 12 weeks; this trend was lost for waiting times of <4 weeks or >12 weeks.
Decompression surgery was also more likely to be carried out if there was better access for EMGs. For those rheumatologists who recommended surgery frequently/always, the percentages with access within their own hospital, within their own district and outside their district were 64, 18 and 18%, respectively, compared to 38, 12 and 50% for those carrying out surgery occasionally [w 2 (2) = 8.2; P = 0.016]. Only 5% of rheumatologists never gave steroid injections into the carpal tunnel. The reasons stated were`potential problems', including two who did not believe injections to be eective. Of those who did give steroid injections, 55% said they would repeat these injections if necessary; and 45% did not perform more than one injection prior to surgical decompression.
COMMENTS
The survey has revealed a wide variation in the number of referrals of patients with suspected ICTS to rheumatologists by GPs. This may be due to dierences amongst GPs in recognizing or suspecting CTS in their patients or variation in referrals of these patients to other specialities, such as orthopaedic surgeons or neurologists. There is variation in most aspects of management, such as utilizing EMG services, availability of and waiting time for EMG, as well as initial choice of treatment. The latter was dependent on a number of factors, such as age, occupation, waiting time and access for EMGs, duration and severity of CTS, which appear to be more generally uniform. It is interesting to note that NSAIDs are prescribed not infrequently, although there are no available data on any controlled trial in the literature [3] .
It is also noteworthy that most rheumatologists do consider steroid injection into the carpal tunnel an eective method of treatment; indeed, over half of the respondents would repeat this if necessary prior to referral for decompression surgery. Studies assessing the use of steroid injections for CTS have, however, shown variable results [6, 7] : those with milder symptoms and a shorter duration of median nerve compression showing better results on a longer term basis. Pyridoxine is rarely prescribed for ICTS and even HRT recommendation does not feature strongly in this survey, and it appears that more controlled trials are necessary before rheumatologists will be convinced of the bene®ts (if any) of these interventions [3] . Although wrist splints are generally recommended as initial choice, this is by no means universal.
EMG needs to be more widely available as in this survey only just over half of the respondents had such facilities at their own hospital. In addition, there seems to be a considerable delay in EMG for a condition which can be very distressing, but which is eminently treatable by relatively simple procedures. Referrals for diagnostic EMG seemed to depend, as can be expected, on local availability of such services. Many patients with suspected CTS appear to be managed without appropriate EMG [4, 5] . As clinical features alone can have pitfalls, we agree with the opinion [8, 9] that a clinical diagnosis of CTS should generally be con®rmed with EMG tests so as to avoid unnecessary treatment in those who do not actually have the condition.
This survey raises the question as to whether more rheumatologists should be performing some basic EMG diagnostic tests or, at the very least, basic nerve conduction tests, mainly to con®rm or exclude CTS which is by far the commonest reason for EMG referrals. Simple and portable EMG equipment may aid this in avoiding pitfalls of clinical diagnosis alone as indicated above [8, 9] , shortening waiting times for EMG, which perhaps could be carried out at the clinic on the same visit. One of us (BP) has devised such a simple and portable piece of equipment with which basic nerve conduction tests can be learned in half an hour. This is currently in the process of validation with standard EMG equipment. Specialists, such as orthopaedic and plastic surgeons and neurologists, may also be referred patients with suspected CTS, but what determines such GP referrals is not known. These specialists' approach to the assessment and management of ICTS may also be at variance with that of rheumatologists, and we are currently surveying this.
There are no published guidelines for the management of CTS. The three consultant authors of this paper have amongst them a total of 70 yr clinical and neurophysiological experience speci®cally in the assessment and management of CTS. From this and a survey of the literature, we would like to oer the following recommendations.
Practitioners need to keep a high index of suspicion for CTS. Patients with clinical and radiological features of cervical spondylosis may not only have symptoms arising from the neck, but may actually have CTS alone or with cervical spondylosis as a`double crush' syndrome [10] . Also, atypical presentation is not uncommon, with paraesthesiae not necessarily localized to median nerve distribution only and occasionally radiating up the forearm to the shoulder area [10] . Ideally, all patients with suspected CTS should have an EMG to con®rm the diagnosis and rule out other possibilities, e.g. peripheral neuropathy [1, 4, 8, 9 ]. All such patients should be prescribed resting wrist splints and analgesics if symptoms are mild; if symptoms are moderate or severe, they may have steroid injections whilst awaiting EMG and other investigations. If possible, however, corticosteroid injections and decompression surgery should be undertaken only after EMG con®rmation of CTS. Those who fail such initial treatment, patients with a long history and those who suer severe symptoms or show major nerve conduction delay, or evidence of nerve degeneration, should be referred for decompression surgery rather than delay with ineffective treatment, e.g. splints or injections. Many patients with CTS have underlying disorders, as indicated above, or may indeed develop one of these subsequently, as we reported recently [11] . Therefore, appropriate investigations need to be performed and patients followed up for an adequate length of time before ®nal discharge.
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